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sabiae Surgeons have always been divided in their opin- 
jn as to the best route to be selected for the re- 
logical Fnoval of the enlarged prostate gland. Leading 
hie men on both sides have equally good results. Much 
depends upon the experience of the operator; a 
was be food deal upon the individual case. Those ac- 
a cistomed to operate through the bladder find it 
“a first Gdificult to use the perineal method. As many 
oo more select the perineal route, feeling safer, better 
The welfare of the individual must 
__., ever be forgotten. What seems best for the sur- 
gon, may, in the end, prove expensive to the pa- 
ient. Advantage gained by a simplified operative 
____} uirse, is often lost in disappointments attending 
s. By -operative care. 
he A few general points may be mentioned in favor 
ma _ Vy, ithe suprapubic me‘hod. (1) The entire field is 
pen to inspection, and within easy reach. Reflected 
s. By pit may be used. Rectal pressure elevates the 
culté de fprostatic region. In case of marked sepsis, it is 
first step in a two-stage operation. (2) Com- 
lications, as hemorrhage, stone and prostatic bar, 
Ed.), Femore easily managed. (3) The gland is just as 
he cessible, and perhaps more so. [Enucleation is 
rp Unr fy simple. The rectum may be as safely pro- 
ted. (4) No more damage need be done to the 
n Diag- P%static urethra, if due care is exercised. (5) 
L, B.Sty Prainage both ways is readily applied. (6) Retro- 
-diatrics, 
General ade catheterization may be used, when it is im- 
v York: Bossible to reach the bladder by the ordinary way. 
1) A catheter may be fixed in position, to remain 
Edited for the entire period of drainage. (8) During the 
ew York 
y. Tae pess of recovery, the wound is well placed for 
tbsequent treatment ; away from the rectum, add- 
inde (MUCH to the comfort of the patient. (9) Ex- 
, inclu 
rperium. Ft in carcinoma, a fistula following this method is 
a mest unknown. Should it occur, obliteration is 
listo mays possible. (10) The mortality should not 
en, N support of the perineal route are, less shock, 
ba hotter operation, and added safety against as- 
necolag nding infection; but the position of the wound 


hd the disagreeable contamination until healing is 
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complete, should not be overlooked. A fistula is 3 
fairly common, and its closure is well nigh im- 
possible. If the fistula is vesico-recto-perineal, the 
embarrassment arising therefrom is indescribable. 

My object is not to underrate the value of either 
of these methods. These comparisons have been 
made rather to bring out more fully the special 
features recommended in post-operative treatment. 

After trying out the perineal and suprapubic 
methods pretty carefully, we found, from the stand- 
points of mortality, prompt recovery, final results 
and general satisfaction on the part of the patient, 
that the latter course is much to be preferred. 

We had the usual difficulty with drainage, how- 
ever, having used every known means advised to 
keep the catheter in place for the desired length of 
time. When the bladder is opened, as in cystotomy, 
the injury sustained, even though the wound is im- 
mediately closed, greatly reduces the normal ex- 
pulsive power of the organ. This makes drainage 
by gravity all the more essential. For a similar 
reason, the largest size catheter should always be 
used. 

In most cases we are likely to remove the ure- 
thral drain entirely too scon. It has, besides that 
of drainage, a special purpose, commonly over- 
looked, that of molding a new canal through the 
traumatized prostatic portion. Loss of sphincter 
control does not follow continuous catheterization. 
It is the unfortunate result of gland enucleation. 
Often a catheter cannot be easily reintroduced after 
prostatectomy. Then, too, insertion of the catheter 
frequently, either for drainage or irrigation, tends 
to prolong an existing cystitis. 

The better the drainage through the tirethra, the 
more quickly will the suprapubic waund close, giv- 
ing the patient the power early to retain and expel 
the urine—just the things he could not do before 
the operation. Self-retaining catheters are apt to 
be ineffective. Likewise, when the ‘catheter is held 
in place by adhesive plaster, or fixed to the fore- 
skin by stitch or safety pin, it will either coil up in 


the bladder, or slip out too far, owing to variation 


in length of the urethra at different times. In 
either case, the effect is unsatisfactory. Asepsis 
and local cleanliness, also, are difficult to maintain. 
Another very important matter leading up to 
better results in prostatic surgery, is the proper ex- 
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ploration of the entire urethra, either before or after 
preliminary cystotomy. Gentleness and much care 
must be exercised. In some cases, though there is 
not complete retention, a catheter, either metal or 
rubber, cannot be safely passed. This may be true, 
notwithstanding the bladder has been given physio- 
logic rest by suprapubic puncture. Such a con- 
dition, if unrelieved, prolongs convalescense. A 
small meatus should be enlarged, and a stricture 
divided or. divulsed to admit, easily, a 32 F. sound. 
This opens the way for the largest size rubber 
catheter. Such preparatory work requires very 
little time, and adds nothing in the way of shock. 
A large catheter, retained sufficiently long, will do 
much to prevent undesirable narrowing of the 
urethra later by contracture of the prostatic bed. 
The canal, having once been explored and, if need 
be, enlarged, is very likely to remain patent; but 
the use of the sound occasionally, after the patient 
is about may be required. 

After the gland is removed, with calculi if any, 
and all hemorrhage controlled, a large rubber catne- 
ter is carried into the bladder, if not there already, 


and its tip delivered through the suprapubic wound. 


A strong piece of linen thread doubled, is sewed 
through the eye of the catheter, firmly tied, and 
all superfluous thread cut away. The needle is 
then brought out through the entire thickness of 


the abdominal wall—a little above the skin incision, 


if it is transverse; a little to one side, if vertical— 
and fixed over a piece of tape or rubber 
tube, so that about one inch of the catheter 
will lie free in the bladder cavity. A cathe- 
ter anchored in this way will retain its 
position indefinitely. When the time comes 
for its removal, the thread is pulled out a half inch, 
iodinized and cut off, after which the catheter is 
withdrawn in the usual manner, dragging the 
thread after it. The linen thread passes through 
one side of the catheter only, and not through and 
through. Otherwise, precipitation of urinary salts 
would more easily block the passage. Administra- 
tion of aromatic sulphuric acid will keep the earthy 
phosphates in solution. 
The fixation thread and the suprapubic drainage 
tube leave the bladder side by side, but after that 
they are independent of each other. The tube 
should be of firm material, not too large, and have 
thick walls. The bladder is closed tightly around 
the tube by a purse string suture, as in cholecys- 
tostomy. A union of this kind, as stated by, War- 
basse, is virtually water tight for one week, at least. 
The space of Retzius is cleansed and oiled. A 
small drain is introduced for three or four days, to 


care for any extravasation. The wound is thet chan 
neatly closed. period | 

After irrigating the bladder freely with hoBjack a 
saline or boric acid solution, as a test of the drain these ° 
age system, and to make sure that all excess bloodMfof urin: 
has been removed, the wound is dressed, and th given 2 
patient put to bed. Shock, if present, is given im gart. 
mediate attention. Ther 

Having made the required preparation for thf sthete: 
patient’s comfort, the “drip apparatus” is install deanlin 
for continuous drainage. The fluid enters th often 
suprapubic tube, under the usual amount of pres§ tincide 
sure, and escapes through the catheter, into a ye distance 
sel by the bedside, where it can be observed by th oo furt! 
nurse as to color and quantity. If the individu inu 
is not too fragile, we use the ice-cold boric acy :. the 
solution. The cold water is soothing to the patien ie wil 
and seems to check post-operative oozing bette we syst 
than heat. Hexamethylenamine is given as soona taving | 
the stomach will tolerate liquids. stet-of 


. In addition to the continuous drip, the bladder ifijeced 1 
flushed at frequent intervals. The nurse goes ti winatio 
the patient every half to three hours, during th lengther 
first day or two, according to the amount of hem mtient | 
orrhage, and _ releases the stop cock enough tiiyo to { 
change the stillicidium into a stream. until the tein about 
turn flow is clear. This effectually cleanses thtent’s , 
operative field, and frees the bladder of accumt§uined 1 
lated blood and urine. When the flushing is com yel] res; 
plete—and it should be done with some care, s0 dl weeks. 

not to bring undue tension upon the suture lineqftime js 
the drip is once more established. rapid cl 


If the operator has been fortunate enough tid his 
permanently arrest all hemorrhage, there will Ming the 
very little trouble from the irrigating process. li@dsion. 
may have been unable, by any means, to cont] The r 
every bleeding point, or the patient’s condition mij acellent 
have called for haste in closing the wound (My carrie 
either case, hemorrhage may occur, early or latidesirable 
and completely fill the bladder, causing pain aijigery. 
much anxiety. There 


The continuous drip will dilute and carry awagtases to 
an ordinary amount of blood. Frequent flushit™fpatient a 
will take care of still more. However, if ci@move is 
should form, they must be removed. A very smooth, 
genious method is to draw them out by sucti@§many dj 
through the catheter or the suprapubic tube, §ptoper 1 
means of a large syringe, used for stomach woimlubits of 
Or, it may be necessary, in rare instances, to nS ther me 
the bladder from one tube to the other, workitgplysical 
patiently and persistently, until the passage is agg adder ; 
clear. Obstruction from clots will very %titis, 
occur if continuous drainage is used, since # both loca 


fluid is in constant motion. It is a good thing, Hs, dur 
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is theft change from one solution to another, during the 
geriod of drainage, going from soda to saline, then 
vith hoff jack again to the boric acid solution, and so on. 
e drain These varied solutions help to prevent incrustation 
ss blooiffof urinary salts about the catheter. The patient is 
and thf given all the water he can retain, from the very 
start. 
There being no adhesive plaster used to hold the 
for thi stheter in place, it is much easier to maintain local 
installelfl seanliness. Still, it is well to cleanse the catheter 
ters thf ten with soap and water, and with weak bi- 
Of pref tioride of mercury solution, going back some 
O a VB stance from the meatus. Later, when there is 


d by the no further hemorrhage, and the drip has been dis- | 


idividulll ontinued, mucus will begin to clog the catheter. 
ric adil is then that soda solution, used as a daily irriga- 
> patient ion will be found very helpful in keeping the drain- 
'S Detithsse system active. And still later, the upper tube 
$001 taving been removed, and the wound nearly closed, 
a cut-off may be applied to the catheter, to be re- 
ladder ifttased by the patient himself every half hour for 


> goes tiHuination. This period of retention is gradually 
iring thfingthened, as the incision gains strength. The 
of hemi satient has a back rest early, and leaves his bed in 
nough ttwo to five days. The suprapubic tube is removed 
il the tin about two to four days, depending upon the pa- 
anses titient’s condition; but the catheter should be re- 
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tained much longer, until the bladder function is 
well restored. This may require from one to three 
weeks. The upper drainage opening, during this 
time, is strapped together for the purpose of more 
rapid closure. The patient should be advised to 
wid his urine frequently, for some time after leav- 
ing the hospital, to prevent reopening of the in- 
cision. 


nough 
e will | 
cess. 


o cont The method herein described has given us most 
ition mi excellent results in every particular, and, if proper- 
und. ‘ly carried out, will do away with much of the un- 


y of laitidesirable bed-wetting so common in prostatic sur- 


pain ai gery. 
There is no doubt that we dismiss our prostatic 
urry aw@gcases too early. The short time in bed gives the 


t flushiig§patient a false impression of strength, and his next 
r, if do™mMove is to go home. After leaving the hospital, a 
. very smooth, unbroken recovery is often fraught with 
yy suctigimany discouragements. He needs routine care, 


- tube, BPoper nursing, and helpful advice as to all the 
ach wotglubits of life. Hexamethylenamine, laxatives and 
s, to fisgfother medicines have their place, until the desired 
., workig§thysical condition is reached. Most of all, the 
ze is agiglladder must be kept clean if there is a remaining 
ry sedmgstitis. Nothing is so refreshing to the patient, 
since Sp tth locally and generally, as irrigation of the blad- 
thing, #4, during convalescence from suprapubic pros- 


tatectomy, once or twice daily for a while, then less 
frequently. Of course, it is unpleasant work and 
takes time, but it counts in the end. Many patients, 
without solicitation, speak of the good effects to be 
derived therefrom. Some cases, it is true, cannot 
be greatly helped by any means, but the majority 
of them will show positive signs of improvement, 
if the post-operative treatment is faithfully carried 
out especially the smaller details, so often over- 
looked. 


CHRONIC COMPLICATIONS FOLLOWING 
GONORRHEA, THEIR RECOGNITION 
AND MANAGEMENT.* 

GeEorGE G. REINLE, M.D., 

and 
E, Spence De Puy, 


OaxLanp, CAL, 


That a very large proportion of the male popu- 
lation is suffering from the chronic complications 
following gonorrheas dating back one to fifteen 
years or more, there can be small doubt by anyone 
coming in contact with large numbers of men. How 
great really is this proportion, one wonders, but 
the answer is not so difficult as it might at first 
seem. A guess that 50% of all men have at one 
time or another had a specific urethral infection is 
probably not far from: the mark. It is the only 
guess one needs make, for the other figures are 


a matter of recorded experience. By common con- 


sent urologists are fairly agreed that 75 or 80% 
of acute infections experience some form of com- 
plication. Of this minimal 75% one has cause with 
good reason to consider that half become chronic. 
That is to say—and we believe the estimate to be 
too low—that eighteen and three quarters per cent., 
or approximatly one-fifth of all adult males are suf- 
fering the prolonged after-results of ancient gonor- 
rhea, with symptoms ranging all the way from slight 
discomfort to actual distress. 


Many of these patients do not suffer in silence, 
and while only a small proportion develop patholog- 
ical changes requiring urgent intervention in their 
behalf, they almost without exception make bur- 
densome the life of some medical man, frequently 
a personal friend and family attendant. The har- 
rassed physician, either through lack of interest, or 
impatience with this class of sufferer, and enter- 
taining an honest belief that the complaint is no 
more than imaginary, finds these cases a problem 


* Read before the Alameda County Medical Society, February 21, 
20. 
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with which he would only be too happy to have 
some other man struggle. 

One-fifth of the male population is a large num- 
ber, and though their ailments may not be to the 
average medical man’s mind severe, or even worthy 
of sympathy, these patients will not, and cannot be 
dismissed with the mere assurance that there is 
nothing the matter with them. Smears and urinary 
examinations may not show gonococci, nor should 
much reliance be placed upon this, for in these 
chronic cases bacteriological examinations are of 
little worth, whether for diagnostic or for prognostic 
purposes, since, even when organisms may be 
demonstrated they are almost certain to be atypical. 
Nor does the absence of organisms mean anything 
at all. When an individual experiences urethral 
distress of any sort, such as itching or burning, 
when he has a “morning drop,” moisture of the 
urethra, or when he has uncomfortable rectal sen- 
sations, one may be assured that there is a definite 
disease back of it. 

Before one may undertake the alleviation of 
a urethral condition it is necessary that a diagnosis 
be made. Older classifications which went 
back no further than merely chronic anterior and 
chronic posterior urethritis will not serve. If re- 
sults are to be obtained the actual condition must 
be proved, and generally this requires that the pre- 
cise condition must be seen—not merely surmised. 


Without going exhaustively into the subject we 
have to consider the following: (a) diseases anter- 
ior to the external sphincter; (b) diseases posterior 
to the external sphincter. 

Reviewing briefly the anatomy of the urethra we 
observe that its form is that of a distorted letter S 
laid on its side. One end of the letter ends in the 
bladder at the internal sphincter, and the other ends 
at the urethral meatus. The posterior portion of this 
S-shaped urethra, or the first curve of the S, is the 
prostatic portion, divided at the very end of its 
head by the membranous portion which is sur- 
rounded by the external sphincter, beyond which is 
the anterior urethra. The urethral tube anterior to 
the external sphincter, in addition to its delicate 
membranous lining, contains the crypts of Mor- 
gagni and the glands of Littré. 

Littré’s glands, although present throughout the 
whole canal, are mainly confined to the anterior 
urethra. They are punctuate openings so small as 
to be difficult of observation in their normal state 
and they stud the canal in little groups. They are 
true glands and are 5 mm. in depth. The crypts of 
Morgagni are triangular shaped openings of much 
larger size, approximately one to one-and-a-half 


millimeters, and are situated on the anterior urethr, 
roof. These minute structures are both of consi¢. 
erable importance, since they frequently becom 
the site of retention infections. 

Of the common chronic conditions affecting thy 
anterior urethra there are: 

Stricture, soft infiltration; 
litis. 

Stricture, without question the most important 
and the most spectacular of all urethral affection 
we shall, for the reason that it has been so ¢& 
haustively written about, consider with less detai 
than other conditions. The difficulties of diagnosing 
stricture are not great for the lesion is gross; any 
instrument larger than. the obstruction meets with 
resistance. But, whereas the diagnostic difficultie 
may be slight, the treatment is far from being » 
simple as is commonly assumed. Prognosis as ty 
time of recovery must be guarded. One who rashly 
assures discharge from treatment at any specified 
time, is certain when the promised date arrives, ty 
be reminded that the time for discharge has com 
and from then on a discouraged doctor has to ded 
with a discontented patient. Such patients are em- 
barassing and too frequently, with a feeling of am: 
mosity, they dismiss themselves. The most frequett 
mistake made in the treatment of strictures is the 
attendant’s desire to do too much ia too short: 
time. Strictures, when possible, require gradu 
dlatation—-very gradual, one feels like insisting 
For this purpose a very full armamentarium is tt 
quired: metal sounds and catheters with guides t 
screw to the tip, and a complete assortment 0 
bougies. Very great is the temptation to use a littl 
force, when the instrument refuses to advantt 
hence the resulting false massage and endless trot 
bles. It can be laid down as a principal that a 
unguided metallic instrument of size under 2 
French should never be introduced by one who! 
not passing urethral instruments daily. 


Soft Infiltration, the precurser of stricture, m4 
manifest itself in no more serious symptoms thané 
persistent discharge; sometimes purulent, at otf 
times merely watery. These soft infiltrations fr 
quently persist for years, before they really becom 
structure areas, and despite irrigations and soutl 
ings over long periods, to the great mental angul* 
of the patient, they refuse to get well. Their cu 
is to be accomplished only by a recognition of tH 
actual condi‘ion which generally must be determite 
by observation. The passage of a sound or of 4 


granulation ; follicy 


olivary bougie gives no satisfactory informati 
for no matter how delicate the touch it caunoté 
tect the urethral changes present in soft infiltratt 
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These conditions must be viewed through the en- 
doscope, when, to the practised eye, they are readily 
recognizable. What one observes is that the nor- 
mally multiple striae are absent, and in their place 
are only two, or possibly three, striae with flabby 
membranous interlining. 

A word here seems not inopportune regarding 
the endoscopic pictures. It seems so simple, this 
merely looking through a straight illuminated tube, 
that it would appear as if any intelligent person 
peering at the picture at the further end could de- 
cide upon the significance of what was directly un- 
der the eye. But it is very far from a matter of 
mere intelligence, it is more a matter of experience 
and constant application. One can safely say of 
everyone who has become even moderately profi- 


cient in the manipulation of the dry endoscope that — 


he has looked a hundred times or more before his 
eyes have finally learned to convey to his mind an 
intelligent message of what was observed; that is, 
one looks but does not see. 

Having determined, either directly or through an- 
other, the actual condition, however, and there be- 


ing no posterior urethral complications, the treat-. 


ment is simple, though frequently not of short du- 
tation. The proper procedure is dilatation, gradu- 
ally increased to the limit of toleration, gentle mas- 
sage, and irrigation with solutions. These cases 
must not be hastened, for, as in many other urethral 
conditions, the very effort at haste defeats its own 
ends. In many places deliberateness has been and 
will be emphasized, but deliberateness can be se- 
cured only under conditions where many men are 
undergoing treatment at one time, thus deriving mu- 
tual moral support to persist. 


Granulation patches are not only responsible for 
many a persistent urethral discharge, but even when 
no discharge is present they are the cause of many 
uncomfortable. sensations, variously described as 
itching, burning and crawling. These sensations 
persist in some instances for years, frequently caus- 
ing intense mental distress and persistent demand 
for relief. Diagnosis is to be made with certainty only 
through the endoscope, though it may be surmised 
from the bleeding following the use of a sound. Up- 
0n inspection one finds the normal striae not only 
absent, but he may also find it necessary to repeat- 
edly dry the surface before inspection is satisfac- 
lory. The surface may be bright red, glistening, and 
studded with exceedingly’ minute granules, hardly 
more than erosion; again, the granules may be so 
large and the soggy tissue so bulge into the end of 
the tube that the picture is not unlike that of a 
Mass of hemorrhoids. Treatment, consists of dila- 


tation and applications of 10% nitrate of silver so- 
lution direct to the granular patches. 

Folliculitis. Of all chronic urethral conditions de- 
fying the ordinary methods of treatment, such as 
dilatation, instillation and irrigation, none is more 
discouraging than folliculitis. The reason is obvious ; 
the glands of Littré are, as has been stated, long and 
tortuous, and with an exceedingly narrow open- 
ing. In some instances there may result merely 
inadequate drainage, while in others the opening 
may become completely sealed over and result in 
small abscesses. The crypts of Morgagni also har- 
bor infection for years. 

Diagnosis is possible only through the endoscope. 
The instrument, drawn slowly forward along the 
canal may suddenly show the field flooded with 
pus—and at the end of the small tube one or two 
large drops is sufficient to obscure the whole field. 


The field is dried, and through painstaking search | 


the offending gland or follicle is found. 
Treatment based upon the recognition of the pa- 
thology may follow several lines. The simplest is 
gentle massage over a sound. Generally, however, 
results are most satisfactorily obtained by direct 
application through the endoscope, of pure crystals 
of silver nitrate. These applications will suffice if 
the gland is not too tortuous, or where not infected 


clear to the base. In selected cases it is, however, . 


best to completely destroy the gland with the high- 
frequency current by means of an electrode thrust 
into the depth of the gland. 

In brief, these are the conditions encountered 
anterior to the external sphincter. The membran- 
ous region, embraced by the sphincter, is less fre- 
quently the seat of pathological changes than the 
portions before and behind it. We have then to 
consider the chronic conditions peculiar to the pos- 
terior urethra: 

Colliculitis; Changes in the Montain Spaces; 
Prostatitis; Vesiculitis. 

Colliculitis, or inflammation of the veru mon- 
tanum, is a condition the pathology of which-is so 
variant that, previous to the invention of the water- 
dilating urethroscope, it could not be even surmised. 
Normally no more than a small elevation, through 
disease the colliculus assumes most fantastic shapes. 
It may be the seat of granulations and of polypus- 
like growths. These result in frequent and dis- 
tressing urination with terminal pain, and occasion- 
ally blood cells are found in the urine. Or, again, 
the symptoms are merely those of neurasthenia, that 
convenient title under which so many cases are 
grouped when there is no obvious peg upon which 
to hang a diagnosis. 
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Ordinary methods of examination, even including 
cystoscopy and dry endoscopy do not throw light 
upon the condition, and it is only when brought un- 
der sight by the highly magnifying close-vision in- 
struments that the changes may be recognized. 

These patients suffer both physically and men- 
tally; their cure, while frequently somewhat pro- 
longed, is certain, and in the end we find them 
changed individuals. Treatment consists of direct 
application of pure nitrate of silver, fulgration in 
selected cases, and dilatation. 

Changes in the Montain Spaces. In the prostatic 
urethra we discover besides the veru montanum two 
depressions—the post-montain space, lying between 
the vesical sphincter and the veru, and the pre-mon- 
tain space anterior to the veru. Both these spaces 
are subject to polypoid growth, ulceration, and 
chronic low grade inflammations, the symptoms of 
which do not differ from colliculitis. Diagnosis is 
to be made by direct inspection only. Relief and 
cure are possible through applications of silver 
nitrate, in the inflammations, and by fulguration in 
the polypoid changes. 

Prostatitis. Of the chronic after-effects of 

gonorrhea the most. common, and the most diffi- 
cult of cure is chronic prostatitis. So obstinate is 
this condition, so stubborn in its resistance to treat- 
ment, that more than one urologist has become as 
thoroughly disheartened as his patient, and, it has 
happened, has regretted the day he undertook its 
treatment. ie 
_ It may be admitted frankly that the problem is a 
hard one; occasionally absolute cure is impossible, 
but on the other hand many patients are cured, 
where they have been persistent and faithful. 
_ As in other conditions, here again one finds the 
continued necessity for laying stress upon diagnosis. 
Other regions must be excluded, especially the vesi- 
cles, and this is done through palpation and micro- 
scopic examination of the expressed secretion. Any- 
one can palpate the prostate, but who can tell what 
he féels!' The touclk must be highly trained, and 
it must keep constantly trained by the practice of 
massaging many prostates every day, for, so easily 
lost is the tactile discrimination, that even a few 
weeks interval without practice makes one doubt- 
ful about what he feels. 

The diseased prostate is either small and hard 
or else it is large and boggy, while the normal pros- 
tate gives a sensation of resiliance; its margins are 
clearly definable and the intra-lobular a Tee is 
evident. 

- As regards the microscopic appearance of the 
prostatic secretion; it is a waste of time to search 


for the gonococcus, for even when found, it has 
undergone changes which make it atypical. The 
presence of true pus cells is sufficient. The degree 
of chronicity is to be judged by two points—the pro. 
portion of pus cells and of lecithin. Pus of more 
than two or three cells to the field of a stained speci- 
men means prostatitis. Lecithin, a normal consti- 
tuent of prostatic fluid is, as the gland becomes 
more thoroughly diseased, the last thing to disap- 
pear and, with improvement, the first to reappear, 
Lecithin is to be searched for in the wet specimen, 

Treatntent requires massage, dilatation and in- 
stillation over a long period—months, sometimes, 
years. There is only one way patients will submit 
to such prolonged treatment, and that is where 
they are treated in numbers, where they meet each 
other in a waiting-room, and where they are aware 
of the persistence of many undergoing the same 
course. They take courage from one another, an 
encouragement not to be had any other way. Treated 


-singly, they continuously harrass their medical at- 


tendant to the point of distraction with demands as 
to when they will be well; treated in large numbers, 
they are satisfied to go on as they see others going 
on. 

And the practically incurable cases—should they 
continue treatment? The answer is that through 
the regular emptying of their diseased prostates they 
experience a sense of “well-being” which otherwise 
they can not have; many of their neurasthenic 
symptoms leave them; they more nearly approach 
the normal than when they forego their treatment. 


Seminal Vesiculitis, more commonly than not, 
goes unrecognized, and when present is frequently 
diagnosed prostatitis, with the result that a quite 
inoffensive prostate is massaged with no consequent 
relief. The seminal vesicles, through their poor 
drainage facilities, harbor infection for an intermin- 
able time. It is of no importance that the organism 
may not morphologically be a gonococcus for, 4s 
has been shown by Smith, the gonococcus is sub 
ject to involutional and evolutional changes—it is 
sufficient that either pus or an Crpeniten of any 
type be demonstrated. 

The cure of seminal vesiculitis is at best difficult 
Sometimes it yields to stripping and installations, 
again these are insufficient and operative interfer- 
ence is to be considered. The operation of choice is 
vasotomy and instillation, of the vesicle with an antr 
septic. Vasotomy certainly gives immediate relief 
in the epydidimitis consequent upon a vesiculitis, 
and its results are such as to make it well worthy of 
consideration in every stubborn case. : | 

These, then, comprise the more important cof 
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plications that make miserable the lives of that one- 
fifth of the male population who suffer as the result 
of their previous gonorrheas, and for whose relief 
itis right that intelligent efforts should be made. 


204 BuILDING. 


THE NEED OF MILITARY INSTRUCTION 
IN MEDICAL COLLEGES—OUTLINE 
OF A COURSE. 

Gustavus M. Brecu, M.D., 


Cuicaco, 


At the outbreak of the world war, a campaign 
which for the first time in our history taxed our 
resources in men and materials, the medical service, 
not unlike all other line and technical corps of the 
army, was wholly unprepared for a war of magni- 
tude. 

The Regular Army, too small numerically to fill 
all administrative and tactical offices, left the pro- 
fessional care of the sick and wounded to the 
civilian colleagues who entered the service. 

As many were needed for service with the new 
National Army regiments, ambulance companies, 
field hospitals and evacuation hospitals, training 
camps were established in which the new medical 
officers were given instruction in those military 
duties as are part and parcel of every physician 
serving at the front. 

With this phase we are not concerned in this 
article, but what. can be pointed out is that the 
strictly professional side of modern warfare is a 
science sui generis and that those who had not paid 
any attention to military surgery went in with what- 
ever degree of skill they happened to possess as 
civilian practitioners. 

In the base hospitals this lack of knowledge was 
not so striking because the class of injuries one has 
to deal with in such institutions presents problems 
which any general surgeon with a solid grounding 
in the principles of modern surgery can solve with- 
out difficulty. 

It must not be forgotten that patients seldom 
teach base hospitals soon after the receipt of in- 
jury. Asa rule, these patients have run the gamut 
of sanitary formations at the front from the regi- 
mental dressing station on the firing line to the 
main dressing station, the field and evacuation 
hospital and that only such patients are evacuated 
to the base hospitals who show conditions not likely 
to heal in a short period. This applies especially 
to infectious injuries involving large joints, nerves 
and blood vessels. The base hospitals will present 
portunities to rid the wound of pus, to repair by 


INSTRUCTION. 


plastic surgery loss of substance and occasionally 
to perform aneurysmorrhaphies, neurorrhaphies, 
thoracotamies, re-amputations, and the like. 

At the front laparotomies, the surgical steriliza- 
tion of wounds with or without primary suture, the 
treatment of fractures, including those of the skull, 
the control of hemorrhage and shock, etc., afford a 
variety of surgical activities, which in many 
respects, differ a good deal from those practised in 
civil hospitals. 

Instruction in military surgery, during the last 


war at least, was not given systematically to the . 


medical officers who did not enter the army through 
the training camps. 

During my service in a division training camp 
from August, 1917 to the end of April 1918, I have 
seen countless books on all sorts of military prob- 
lems distributed by the War Department but not a 
single pamphlet or instruction on military surgery. 
The surgeons in the base hospital did their peace 
surgery there, there were some talks by competent 
surgeons on field work and it was not until the Divi- 
sion Surgeon received a pamphlet on the extension 
splints used in France from a friend abroad that 
the writer was given an opportunity to talk on the 
treatment of fractures. Indeed, when these splints 
were given out in very small quantities to regi- 
mental surgeons and sanitary units a few days be- 
fore the Division entered the battle area, they were 
new to most of us and drill and practice did not 
begin until the eleventh hour. 


It will not do to say that a surgeon should be a 
surgeon in the field as well as in the operating room 
of a modern hospital. The civilian has not the 
problems encountered by the surgeon in the field. 
In civil life, even in so-called emergency cases, which 
seldom occur on a large scale, the question of pro- 
viding shelter and food and care and implements is 
a simple one, once the patient reaches the hospital, 
and that is too simple a problem to merit another 
word. In war, distance, transportation, and supply 
of necessities are of utmost importance and, in ad- 
dition, there are distinct limitations to surgical 
activities at the front. Individualism. which is the 
pride of modern surgery, is impossible, and, what is 
more, forbidden in the army except, of course, it 
base hospitals. 


it follows that even a surgeon of unquestionec 
skill must be familiar with field conditions, as ap- 
plied to the surgical practice at the front. In the 
event of another war we may not be so fortunate 
as we have been in 1917, when we had at least some 
time for preparation. 

Is it not then the duty of every patriotic physicias 
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end surgeon likely to be called upon to serve in de- 
fense of his country, to prepare himself in time of 
pexce so as to be able to respond to the call of his 
country, and render efficient service without further 
preparation? Those now in practice can secure 
the desired information through books, through 
“The Military Surgeon,” the official monthly 
journal of the Association of Military Surgeons of 
the U.S., membership in which is open to all doctors 
who Lave ever worn a military uniform. 

Liut the most useful step I can think of is the in- 
struction of our senior medical students. In 
twenty-four hours the entire subject can be covered 


in an exhaustive manner without tiring the hearers. 


by unnecessary details. This will not only be a 
patriotic step on the part of our medical schools, 
but, as can be seen from the following proposed 
schedule it will prove of great value to our future 
colleagues, since there is much that will be of use to 
them in civil practice in what they will hear and 
learn. 


Indeed, military surgery is entirely based on civil 


surgery but it also enriches civil surgery in that 
it shows what can and should be done when facul- 
tative and regular methods of choice cannot be 
adopted for economic or other causes. As for the 
teachers, there is hardly a large city that does not 
boast of a few men of military experience who 
could creditably give the course, as submitted below. 

Certainly the Surgeon General of the Army will 
not refuse aid and advice when sought by medical 
schools in good standing. 

Lecture 1—The Army of the United States in 
War. The relation of the medical service of the 
Army to the entire military service. Organization 
and equipment of the medical service. 

Lecture 2.—Recruiting service. © Vaccination 
against variola and typhoid fever. Special vacci- 
nations. Mental observation of the recruits. Final 
examination. 

Lecture 3.—Hygiene of the camp and bivouacs. 
Hygiene on the march. Clothing, Food, Exercise, 
Venereal prophylaxis. 

Lecture 4.—Camp diseases, their prevention and 
treatment. 

Lecture 5.—Military psychiatry. Malingering. 

Lecture 6-—Military surgery: Definition. Di- 
vision of War Surgery under combat conditions 
and in quiet zones. First aid on the firing line. 

+ Lecture 7—Weapons and missles. Their effects 
on the human body. 

Lecture 8.—Surgical activities at Resnieticl 2 Aid 
Posts. Treatment of Shock, Hemorrhage. Pre- 


vention of tetanus. The military dressing. The 
immobilization of fractures. 

Lecture 9.—Anesthesia, Asepsis. The mechanic 
sterilization of wounds (débridement). 

Lecture 10.—Infections and their treatment with 
special reference to the Carrel-Dakin method. 

Lecture 11.—Gunshot wounds of the head: diag. 
nosis and treatment. Consideration of the trans. 
portation of the wounded. 

Lecture 12.—Gunshot wound of the esl in- 
cluding trachea and esophagus. 

Lecture 13.—Gunshot wounds of the 
Treatment of complications (hemothorax, pyo- 
thorax). 

Lecture 14.—Gunshot wound of the abdomen, 
Classification. The relative value of expectant 
treatment and laparatomy. Indications and contra- 
indications for either. 

Lecture 15.—Gunshot wound of the abdominal 
viscera, exclusive of the urinary tract. 

Lecture 16.—Gunshot wounds of the bladder 
and rectum. 


Lecture 17.—Gunshot wounds of the spine. 


Lecture 18. —Gunshot wounds of bloodvessels 
and peripheral nerves. 


Lecture 18.—Gunshot wounds of the extremities, 
Lecture 19.—Secondary hemorrhage. 


Lecture 20.—Transportation of the wounded; 
Litter, Ambulance, Sanitary trains and ships. Im- 
provisations. 


Lecture 21.—The principles of military surgery 
as applied to industrial and emergency surgery. 

Lecture 22.—The principles of sanitary tactics 
affecting surgical activities. 


Lecture 23.—Discipline and military status of the 
medical department of the army. 

Lecture 24.—A few hints on the administration 
of field and base hospitals. 


MILLIONS FOR SuRGICAL DREsSINGs. 

Every bandage, compress, pad, and other surgi- 
cal dressing used for the wounded American boys 
in the war were furnished by the Red Cross; for 
the American Red Cross was the sole source of 
supply of surgical dressings, accessories, and mis- 
cellaneous articles for the Medical Supply Depart- 
ment of the American Expeditionary Forces. 

Countless numbers of nimble fingers in America 
and France worked day and night that this supply 


_ might never fail. 


From August Ist to Destined Ist, 1918, the 
American wounded used 1,544,370 dressings. 
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REDUCING MORTALITY AND MORBIDITY 
IN ABDOMINAL CONDITIONS.* 


Tuomas O. Burcer, M. D., 
San Dreco, CALirorniA. 


This is a subject that should be of interest to the 
general practitioner, the internist, the gastro-intes- 
tinal specialist and the surgeon. 

Among other recent literature indicating its time- 
jiness is a paper by W. J. Mayo. In discussing 
surgery of the intestinal tract he says that fifteen 
years have been added to the span of ‘human life 
since the Civil War, and that fifteen more may be 
added in the next generation. 

John B. Deaver, not long since, in a paper on 
acute abdominal conditions, says that the mortality 
of acute surgical abdominal diseases is entirely too 
high, 
A Dr. Brown heads a paper with a title that 
makes one want to read it: “Late Results of Sup- 
posedly Successful Operations on the Digestive 
Tract.’”’ 

Balfour analyzes the reports of Actuary Hunter 
on “Life Expectancy” on patients following opera- 
tions for gastric and duodenal ulcers performed 
at the Mayo Clinic. He brings out some interest- 
ing comparisons between these operated individuals 
and the general public of the same ages, 

An intensely important fact of this discussion is 
a statement by high authority that out of ten pa- 
tients presenting with stomach complaint only one 
has a gastric lesion. The remaining are in three 
groups : 


First: Those with reflex gastric symptoms, as 


from the appendix, gall-bladder, Lane’s Kink, etc. 


Second: Disorder of the nervous system, as 
tabes, neurasthenia, etc. 

Third: Constitutional diseases, as ties 
tardio-nephritis, the anemias and many others. 

From a surgical point of view it must be borne 
in mind that it is mot how good an operation is 
performed, but how much good will come from the 
Operation after it is performed. 

The abdomen undoubtedly contains more prob- 
lems for the profession than any other portion of 
our anatomy. It presents opportunities for the 
use of many valuable adjuncts in determining diag- 
nosis and treatment. 

In many instances the question is too perplexing 
for one man to decide and should have much time 
and study. In other instances quick decision and 
quick action means saving a life. A clinician who 
delays action until all known tests and an ultra- 


; ong before the Southern California Medical Society, April 


scientific diagnosis ate made may lose the golden 


opportunity. 


The most frequent cause of ‘mortality in acute 
abdominal conditions is appendicitis, and much has 
been written on acute appendicitis until a few years 
ago, since when a lag in the literature is noticeable. 
Internists and surgeons are now agreed that im- 
mediate operations in all cases will save most lives. 
But we are interested as well in the unnecessary 
operation, where a mistaken diagnosis jeopardizes 
the life of the patient, e. g., in right lobar pneu- 
monia with pain in the abdomen, vomiting, fever, 
high leucocyte count, rigidity of muscles, etc. Other 
examples are renal calculi, typhoid and shingles. 
Care in diagnosis should obviate most unindicated 
operations. 

We grant that with good, clean surgery very few 
deaths should occur from mistaken operations, but 
mistakes cause the constantly increasingly enlight- 
ened public to lose confidence in the medical pro- 
fession and therefore provide more chances for 
cults to gain foot-hold. 


Strangulated hernia is now not quite so common 
a cause of death as in the past, but every death 
from such is almost always one too many. The 
technique of herniorrhaphy and the employment of 
local anesthesia make it a safe procedure. 

Perforations of the gastro-intestinal, tube demand 
diagnostic acumen and often require a confidence 
of the surgeon in his opinion strong enough to in- 
sist upon exploration, which must be done promptly 
to save a life. Duodenal and stomach ulcer and 
typhoid perforations are most frequent types of this 
condition, even though the latter is becoming a rarity 
thanks to preventive medicine. Acute intestinal ob- 
struction has its difficulties, but early appropriate 
surgery means saving lives. 

Ruptured extra-uterine pregnancy is another con- 
dition that happens in the “acute abdomens,” and 
may be puzzling, as also may be a twisted pedicled 
ovarian cyst. 

Acute cholecystitis and acuaninis are fairly com- 
mon and may be exceedingly hard to diagnose and 


harder to determine what to do at operation and 


when to do it. 

There are many other acute abdominal conditions 
where surgery or other appropriate treatment may 
prevent an occasional death, although the above- 
mentioned are the highest “toll-takers.” 

Most of these conditions have a past, and they 
might have been remedied before the emergency 
made surgery necessary. 

Deaver says in the question of diagnosis of “acute 
abdomen” three things are very important. viz : 
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First: Experience. 

Second: Careful history. 

Third: Examination. Certain adjuncts corre- 
late the three, as blood count, +-ray, etc. 

In these acute conditions the adjuncts that may 
be of value must be proven ones and not mush- 
rooms, and should be immediately accessible and 
always resorted to, if any question presents and if 
time permits. 

Most of the causes of “acute abdomen” are dis- 
tinct and the indication for treatment is unques- 
tioned, but it is occasionally a case for the clinician’s 
judgment as to whether to operate or not, in this 
life-saving game. The late Maurice Richardson’s 
saying, “too late for an early operation and too 
early for a late operation,” often applies in acute 
abdominal affairs, especially the inflammatory con- 
ditions when localization is possible. In the outset 
I said early operations for appendicitis is the rule, 
but some one says, “it takes the exception to prove 
the rule,” and here we have it in certain stages. 
The method of Ochsner of absolute peristaltic rest, 
of Fowler’s position, and of Murphy’s rectal seep- 
age of fluids for temporary sustenance, will save a 
life when immediate operation might cause death. 
This is especially true of the third and fourth day 
of acute appendicitis. 

The above exception does not hold in the per- 
forations of the gastro-intestinal tube as it does 
in inflammations. 

- The operator who always gets the appendix in 
pus cases will occasionally lose a patient through 
his’ misdirected zeal. 


- Many questions, minor in importance, might be. 


considered as to technique, etc., that are com- 
parable to the adage of, “look out for the nickles,” 
but we shall go on to a consideration of the chronic 
abdominal diseases. 

What to do for a patient who is a chronic in- 
valid, semi-invalid, or psuedo-invalid from ab- 
dominal complaints in order to save him from an 
unnecessarily early death and to prolong his life 
in comfort and usefulness is a question big and im- 
portant enough for a symposium. 

What shall we do for them, which ones are in 
danger if treated expectantly and which are likely 
to furnish unnecessary risks if operated upon,— 
risk of increased invalidism or even death itself? 

Probably the most frequent cause of chronic in- 

* validism of this kind is constipation, and a real 
physician who can enforce his advice along lines 
of education, diet, the taking of oil and agar, etc., 


is the benefactor of humanity, though a definite, | 


dangerous-to-life lesion should be considered, and if 


likely, thoroughly searched for, until found or 


proven not to be present. 

In a big subject like this I cannot deal with every 
phase, but merely try to hit the high points—where 
most deaths occur when surgery did not have a 
chance to save, or, if you will, when surgery was 
unnecessarily resorted to and a life lost or a patient 
not relieved, or even made worse. 

This discussion will concern the decision of what 
method of procedure is best in these cases, in be 
to operate or not to operate. 

Beginning at the upper part of the abdomen we 


‘may start with the hardest problem, that of ‘gastric 


and duodenal ulcer. 

When does ulcer endanger the life of its owner 
more than a surgical procedure to cure it, and wil 
surgery cure or give symptom-relief and remove 
the danger of death? What can medical treatment 
do? All of these are problems that are put up 
to us constantly for a conscientious intelligent 
answer. W. J. Mayo says he operates after seven 
or nine absolute cures by medical treatment, which 
I think well puts the question where I feel it be 
longs, viz.: in most ulcers, if no evidence of 
hemorrhage, perforation or retention be present, 
let the medical man keep them comfortable. Let 
him clear up all foci of infection, especially in the 
mouth. After a sufficient number of sympton- 
recurrences, even if no definite obstruction of 
hemorrhage or perforation be present, I say operate. 
I have already as much as said operate for the 
three above-named conditions, but I do not believe 
in operation just because an ulcer is diagnosed. 


The «x-ray and the chemical study of the gastric 
contents should frequently be resorted to, first 
to aid in guiding the treatment by determining the 
status of the three conditions above suggested; sec 
ondly, to earlier diagnose the beginnings of malig 
nancy, especially carcinoma on the gastric side 
the pylorus. 

_As illustrating some principals as handling these 
cases I shall give a few brief extracts from cases: 

1. Smith, thirty-nine years of age, with the his 
tory of appendicitis going to abscess-formatiot, 
drainage and, a few years later, a second operatio 
for adhesions. He came to us with a long history 
of indigestion and incapacitated. He had a tende 
mass in pyloric region, occasional vomiting of f 
eaten days ago. X-ray showed almost complete 


stasis at twenty-four hours and a definite lesio 
obliterating the cap. Hemorrhage occurred and was 
such that surgery seemed to be demanded to savé 
life, as all other methods had failed to check t§- 
Exploration revealed an inflammatory mass in 

duodenum which was removed, to a great extetl 
by cautery, and closed over and the usal type of 
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gastroenterostomy done. Patient had a rapid re- 
covery. 

“A hs elderly woman had a very similar history 
and hemorrhage and was operated upon under 
much the same circumstances with the same result. 

Both cases had large masses that were. palpable 
and with hemorrhage suggesting malignancy, 
though neoplasm i is not so frequent on the duodenal 
as on the gastric side. In each instance rather 
thorough cauterization was done after removal of 
tissue for examination. In both instances the patho- 
logist’s report was inflammatory tissue, not malig- 


nant, and the patients’ conditions are proving the — 


correctness thereof. 

Mrs. F., sixty-three years of age, a long suf- 
ferer from “stomach trouble” and gas pains, had 

e the limit of her endurance and rather take 
achance. Gastric analysis and #-raying at dif- 
ferent times did not absolutely prove a gross lesion, 
but a summing up of all evidence by Dr. Pollock, 
decided on surgery. Operation: Gall-bladder nor- 
mal to feel and appearance. Medium-sized stone, 
irregular shaped, in common duct. Duodenum 
showed old ulcer that had perforated, and as Dr. 
Zochart stated, a perfect job of “vulcanizing” of 
omentum over ulcer, some contraction but not ob- 
structing of pylorus. Appendix kinked and con- 
taining large fecolith. The appendix removed, the 
stone removed from the duct and opening closed. 
Ulcer on pylorus not covered by adherent omentum 
became red by rubbing, as it was an anterior sur- 
face and near pylorus. The removal by cauteriz- 
ing would leave a constricted pylorus. I selected as 


the best procedure the pyloroplasty devised by | 


Horsley and it worked out perfectly as an opera- 
tion, and the result of the operation has proven 
thoroughly satisfactory. With the present situa- 
tion the only thing to do was done, i. e., drain the 
aill-bladder” until the common duct healing was 
complete. . 

Gall-bladder disease i is rather hazy in its manifes- 
tations and often elusive.. 

There may be at times a history that is very 
definite, coupled with signs and #-ray findings 
equally definite. Again none of these three may 
be even suggestive and yet a gall-bladder full of 
stones and pus may be present, expressed only by 
general ill-health, symptoms of indigestion and a 
heart that is manifestly floundering. But is the in- 
digestion due to poor circulation from a heart dam- 
aged by infection from teeth, tonsils, etc., or is the 
gall-bladder the disrupting cause? I believe it is 
generally conceded that many heart involvements 
ate secondary to infected gall-bladders and yet 
Positive evidence is not possible and so we must 
use our brains and take a chance occasionally. 

Babcock has given us much valuable information 
along this line and many of our best internists be- 
lieve that infection in gall-bladders has a predilec- 
tion for heart muscle. Cholecystitides with or 
Without stones certainly do account for much di- 


gestive disturbance of the vague type and cholecys- 
tectomy, with its low mortality, is usually very 
gratifing in results. _ 

_ In present day surgery for the lessening of mor- 


t tality and especially morbidity, the gridion incision 


is obsolete, and the right rectus incision is the one 
which gives opportunity to reach the trinity of di- 
gestive -disturbers—appendix, gall-bladder and py- 
loric region. It also serves a greater purpose in 
women in dealing with pelvic disease when it is 
unexpectedly found. 

We in the surgical field constantly seeing benefits 
from properly executed appropriate surgery do pos- 
sibly become over-enthusiastic and are fortunate in 
having a conservative internist as a check on our 
over-zealousness. The surgeon, internist or family 
physician must follow up cases and not let a mor- 
bidity occur unnecessarily. 

The Mayo Clinic says that 17 per cent. of cases 
coming there ‘had not been diagnosed; that 87 per 
cent. of tabes cases have had abdominal operations 
and also that 18 per cent. of the tabes do not give 
a positive blood Wassermann reaction. All this 
proving that we cannot even with all our valuable 
skill and auxiliary methods of precision, diagnose 
every case and may have to explore. 

I stated in discussing acute abdominal conditions 
that many acute conditions have a past. It is 
obvious, per contra, that many acute abdominal con- 
ditions, if they get over the attack, become chronic. 
The management of these chronic cases is at this 
moment under discussion not only-as to relieving 
the symptoms they are producing, but as to pre- 
venting an acute affair that may result disastrously. 
It is then not a question of curing morbidity, but 
of preventing mortality in some of these situations, 
and I hold that properly adapted and executed 
surgery is demanded in many such desirable and 
more safe in others, than medicinal, conservative or 
expectant treatment. 


Exploratory operations are not needed in some 
cases now that would have been years ago on ac- 
count of the #-ray and other advancements. But 
with improvements in technique, exploration is at- 
tended with but a minimum risk and often reveals 
what is absolutely impossible to demonstrate in 
any other way. Therefore it muist still hold an im- 
portant place in our life-saving and health-restoring 
endeavors. 

This is especially so where a heart is badly func- 
tionating and the gall-bladder is suspected as the 
cause. A local anesthetic may be used, the gall- 
bladder drained if found offending, and later cho- 
lecystectomy performed when the heart improves. 
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HawkKsS—TRAINING OF THE GYNECOLOGIST. 
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Cancer of the abdominal viscera is quite com- 
mon at an age when man is about at his zenith of 
productiveness. To be able to give him a few more 
years to perfect home conditions and business enter- 
prises is worthy of our greatest efforts at early 
diagnosis and justifies taking long chances surg- 
ically, possibly aided by radiation, to prevent an 
early, agonizing death. We should take a chance 
in the face of probably a high operative mortality 
rather than have a certain period of morbidity with 
early death inevitable. 

To prevent illness and deaths from conditions 
referable to the abdomen we must emphasize more 
the need of thorough history taking, more complete 
physical examination and the use of our laboratory 
equipment in all cases except the emergencies and 
their experienced brains and prompt action. 


A SUGGESTION CONCERNING THE TRAIN- 
ING OF THE GYNECOLOGIST. 


E. M. Hawks, M.D., 


New York City. 


The policy of initiating a young man into a 
specialty and training him within its lines exclusive- 
ly is, I firmly believe, a bad practice. It produces 
a man who might well be called a “limited surgeon” 
—one of narrow training as distinguished from a 
properly developed specialist. It limits his techni- 
cal experience and narrows his appreciation of 
clinical pictures. This is true especially iri gyne- 
cology in which a broad knowledge of abdominal 


surgery and well balanced consideration of symp- 


toms is essential to the welfare of the patient. Be- 


fore a man specializes in gynecology he should — 


spend at least five years in medicine, neurology, 
general surgery, orthopedics and obstetrics. The 
experience could well be had in that order and in 
the, proportion of one year in medicine; six months 
in neurology; two years in general surgery, six 
months in orthopedics and one year in obstetrics. 
Ten years, some might say, would be better. On 
such a groundwork we could hope to develop a 
specialist whose judgment should be sound—a man 
who could weigh well a woman’s complaints and 
meet fully the requisites of gynecological surgery. 
It is both unwise and impossible to expect a man 
to be a safe specialist if he be trained entirely 
within the lines of his chosen field, particularly if 
it be gynecology. Too often he will interpret medi- 
cal, neurological or orthopedic conditions in terms 
of pelvic surgery. Likely he will do too much and 
too radical plastic work in the child-bearing period. 
Rarely will he be able to meet the emergencies of 


intestinal surgery that will result from his ab. 
dominal work. The life of a patient. will at some 
time depend upon his treatment of intestinal ob. 
struction. 

There is a feasible way in which to give the young 
man the necessary training. It could be done by 
an interchange of assistants among hospitals. 

What is true of gynecology in relation to the 
other branches is also true of those branches in re. 
lation to gynecology. The man who intends to 
practice medicine, neurology, obstetrics or ortho- 
pedics should be trained in gynecological diagnosis, 
and the general surgeon can learn from the pelvic 
surgeon. In fact there is a great deal to be learned 
in each branch and a mutual interchange of assist. 
ants in preparation for their final specializing i in any 
line might be desirable. 

The young man should be given his appointment 
first so that he will work toward his goal, but early 
he should be “farmed out” and encouraged to lay a 
broad foundation.. His appointment in a gyneco- 
logical service should be considered the equivalent 
of a similar appointment in another branch and the 
places should be interchangeable. If such were 
the case the improvement in the training of the 
young hospital. physician would be great and the 
relationship between hospitals would be more cor- 
dial, particularly between the general and special 
services, 

While the young inan is in the out-patient de 
partment of his own service he could be placed 
for the required time in the out-patient department 
of a medical, neurological or orthopedic service. In 
return a man from the hospital to which he went 
could be given a place in the out-patient depart- 
ment of his service. He could probably secure a 
place that would not conflict in time with his work 
in his own hospital. He would then learn, for 
example, the various interpretations of common 
symptoms, such as backache, headache, local pains, 
indigestion, constipation, dysmenorrhea, etc. While 
he is an assistant surgeon and after he has had some 
experience in the operating room he could be ex- 
changed outright for a man from a general surgical 


or obstetrical service for a considerable length of 


time. He would still have his original appointment 
first in his mind and report often to his chief. Also 
he would attend, if possible, his own staff con- 
ferences. Finally he could return to his own sef- 
vice and his fellows could well recognize him as fit 


to specialize. 


The suggestion is thet hospitals co-operate if 


giving the young specialist a broader training 4s 


another step toward a safer and saner practice of 
surgery. 
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AMERICAN PHYSICIANS IN THE HALL 
OF FAME. 


The timely editorial with the above title in the 
June number of the JourNAL brings to mind 
the point once made by Sudhoff: “If the proof 
@ consensu genttum were admissible in questions 
of science,” then, indeed, all such matters might be 
easily disposed of “by popular vote.” The Hall of 
Fame has hitherto been made up of prominent 
characters, much in the public eye. If American 
medicine is to be represented by the names of de- 
ceased physicians who were eminent in science as 
well as prominent in other ways, in other words, 
if such inclusion is not to be a queer joke at the 
expense of the illustrious dead of our profession, 


‘who are not here to defend themselves, the ques- 


tion of decision is of some importance. If the list 
is to be made up of respectable names, which might, 
any one of them, be duplicated by scores of others 
of equal merit, it is of no importance whatever. 
Excluding the name of a candidate still living, and 
therefore not eligible, the principal merit of the list 
submitted in the newspapers is that the names are 
atranged in alphabetical order. It is very much 
as if Gower, Skelton, Peele, Suckling, Akenside, 
Rogers, Praed and Coventry Patmore were exalted 
above Chaucer, Spenser, Shakespeare, Milton, Shel- 


ley, Wordsworth and Keats, or as if Dussek, 
Cramer, Kalkbrenner, Dohler, Hummel, Pleyel and 
Sep. Winner were preferred to Bach, Handel, Mo- 
zart, Haydn, Beethoven, Wagner and Brahms. Not 
that we have so far produced a Harvey, a John 
Hunter or a Virchow; but the question of relative 
“greatness” in meritorious men was never, cannot 
be, decided by you or me, but decides itself, de- 
pending, as it does, upon the indefinable “eternal 
fitness of things,” which is the equivalent of the 
principle of relativity in science. The status of 
Sydenham, in relation to his time and country, was 
not decided by his contemporaries, who ignored 
him, but by his peers in the following century; his 
status in relation to our time is sensed (by parallax) 
in his original description of new diseases, his ra- 
tional therapy and the growing conviction that his 
doctrine of “epidemic constitutions” was well and 
truly laid. That Shelley is the greatest lyric poet 
of England, that he wrote the greatest English 
tragedy since Shakespeare, was not settled by you 
or me, nor by popular opinion (he has no popu- 
larity), but by the competent consensus of the poets 
of his century. Among musicians, most sensitive 
and jealous of all artists, the establishment of such 
values is a point of honor, a question de métier. 
Richard Wagner did not care for either Mendels- 
sohn or Chopin, but when challenged, it was his 
punctilio to establish, with unerring precision and 
intelligence, the very real sources of their enduring 
merit. When Biilow sneered at the facture of 
Verdi’s Requiem, Brahm’s walked into a music 
store and examined the score. “Biilow hat sich 
‘unsterblich blamirt,’ he exclaimed, “so etwas kann 
nur ein Genie schreiben!” Willard Gibbs, our 
greatest name in pure science, whose theory of 
chemical equilibrium is a mathematical argument 
of the quality of Newton’s Principia, was hailed as 


a rising star in his youth by no less than Helm-— 


holtz, Clerk Maxwell and Lord Kelvin; but his fel- 
low countrymen passed him by, and he was actually 
introduced to America by Ostwald, Le Chatellier, 
Van’t Hoff and the physical chemists of the Dutch 
school. It was not so with Pasteur, whose pre- 
éminence in French science was once decided by 
a plébiscite of his intensely patriotic countrymen. 
The true status of eminent American physicians 
has to be estimated by relativity, i. e., by sets of co- 
ordinates or parameters referable not only to the 
best American medical opinion, but equally to views 
entertained in Europe, which, as Jacobi once said, 
“is also a part of the world.” Had such a ten- 
tative list been prepared by Jacobi or Welch, we 
should have had expert opinion by men better ac- 
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quainted with the ins and outs of American medi- 
cine than any others. 

‘In the alternative names which have 
by the editor there can be no manner of question 
about two: Beaumont, founder of American 
physiology, and Marion Sims, creator of modern 
operative gynecology. There may be matter of 
choice between McDowell, the precursor, and Sims, 
the founder, but the status of Sims was settled long 
_ ago, in England, Germany and France, as well as 
here. Beaumont’s work at once silently took its 
place in the text-books. before its merits were 
elaborated by Osler and Vaughan. In the scientific 
annals of the Medical Department of the United 
States Army alone there are at least six names 
which deserve a place in any pantheon, viz., Beau- 
mont, Leidy, Weir Mitchell, Billings, Sternberg, 
Walter Reed. Joseph Leidy, our greatest name in 
anatomy, descriptive biology and palzontology, was 
an acting assistant surgeon in the Army at the Sat- 
terlee General. Hospital during 1862-5, leaving 
many records of his work in the Medical and 
Surgical History of the War. While on duty in 
hospital he noticed,. like ‘(Ambroise Paré at St. 
Quentin, that wound infection may be transmitted 
from cot to cot by flies. He was also discoverer 
of trichina spiralis in hogs (1849), of the bacterial 
fiora of the intestines (1851), and of hookworm in 
the cat (1886), from which he inferred a causal 
relation with pernicious anemia ; and other parasites, 
discovered by Leidy, have been found to be patho- 
genic for man by South American observers. Any 
one of these discoveries, if expanded, would fur- 
nish forth a modern reputation. Weir Mitchell laid 
the foundations of his neurological work while on 
duty at Turner’s Lane Hospital (Philadelphia). 
American neurology, as Dr. William Browning has 
recently shown,* came out of the Civil War (Ham- 
mond, Mitchell, Dalton) and may be said to have 
grown up in the Army. Sternberg (founder of 

American bacteriology and discoverer of the dip- 
lococcus of croupous pneumonia), Billings and 
Walter Reed need no further comment. Those of 
us who were at the Army Medical Museum when 
Reed was curator remember that until his theory 
of mosquito-borne yellow fever was demonstrated, 
no one, not even Carroll or Lazear, believed in it, 
except Carlos Finlay and himself. The economic 
and social consequences of the proof by Reed and 
his associates have been hemisphere-wide. 
_ The following names seem of unquestioned 
"merit: 


*W. Browning: “Sources of Intellectual Power,” in 


Osler Anniversary Volumes, N. Y., 1919, I, 881-882. 


, Beaumont (physiology of gastric secretion); 


Leidy (anatomy, biology, science of infectious dis- 
eases) ; Sims (operative gynecology) ; Weir Mitchell 
(neurology; physiology of cerebellum and knee- 
jerk); Billings (military surgery, public hygiene, 


statistics, hospital construction, medical education, — 


medical bibliography and history) ; Sternberg (bac- 
teriology); Jacobi (founder of American pedia- 
trics); O’Dwyer (laryngeal intubation); H. P, 
Bowditch (Treppe in heart muscle, 1871; extra- 
vital maintenance of rhythmic heart, 1871; reén- 
forcement of knee-jerk, 1890; proof that nerve- 
fiber cannot be tired out, 1890) ; Reed (insect-borne 
fevers). In internal medicine we have a wide 
range of choice between such names as Benjamin 
Rush, W. W. Gerhard (first clear differentiation 
between typhus and typhoid fevers, 1837) ; Daniel 
Drake (topography of disease, 1850-54), or J. M. 
Da Costa (“irritable heart” or “effort-syndrome,” 
1862-71) ; in surgery, between Physick, Valentine 
Mott, Senn, Gross, Bigelow and others. _ 
Such questions would best be settled, no doubt, 
by’ the various and special scientific societies of our 
profession. Let us hope that they will have fair 
and careful consideration. Since the well-known 
epigram of a man of letters on the exclusion 
of Edgar Allan Poe from the Hall of Fame, the 
high-sounding expression has come to have a vague 
implication of something local, parochial, parietal, 
academic or bromidic, like the Siegesallee or the 
Albert Memorial. “Fame” may be “the last in- 
firmity of noble minds,” but the wise of our pro 
fession know that local and temporal fame is as 
uncertain and evanescent in medicine as in music— 


“Greatly in opera his strains intend, 
But in music we know how fashions end.” 


Whether included in the Hall of Fame or not, 
may the great names of American medicine inspire 
physicians te work unostentatiously, after the ap 
proved habit of our profession, with “no thought 
of the morrow,” and to regard posthumous fame 
as Osler did “L.L.D.’s,” or the Maréchal de Saxe 
his prospective dlention to a learned academy: 
Ils veulent me faire de la Cadémie; cela miro 
comme une bague a un chat (“They want to make 
me a member of the Academy; that would suit my 
case like a ring upon the claw of a cat.”) Better 
to lead a life of full activity, enjoying our vitality 
while we are yet alive, than 


“To hear the world applaud the hollow ae 
Which blamed the living man.” 


F. H. Garrison. 
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CHRONIC ENGLISH. © 

Both in common speech and in technical nomen- 
dature the slang of today is often the accepted word 
of tomorrow. We hope however, that “chronic 
appendix” will never be legitimatized; we can 
hardly believe that any medical dictionary will ever 
record that appendix and appendicitis are the same 
thing! “Acute abdomen” is picturesque and des- 
criptive, but otherwise no more acceptable. “The 
patient had no temperature” is, of course, inexcus- 
able, yet how often we see it in print! We have 
railed at these expressions before, and perhaps we 
shall again, for they occur, to our shame, far too 
often in the current publications of those medical 
authorities to whom we have a right to look for 
One 
of the most distinguished of America’s surgeons 
is the worst offender of all! 


In a printed questionnaire sent to the hospitals 
in the A. E. F. was this gem: “How do through- 
and-through chests travel?’ The writer thereof 
meant, we presumed, “how do men with through- 
and-through wounds of the chest bear transporta- 
tion?” “A chronic suppurating ear” is not as weird, 
perhaps, as a traveling through-and-through chest, 
but is it not just as easy to say “a chronically sup- 
purating ear” or “a chronic ear suppuration”? In 
a recent surgical article the author not only re- 
peatedly refers to the “chronic appendix,” but also 
mentions “an acute operation.” And why, we won- 
der, do so many surgeons speak of “herniotomy,” 
which is the operation of merely relieving the 
strangulation in a hernia, when they mean “hernio- 
plasty,” the radical operation for the cure of hernia? 


Pathology itself has not escaped assault. It has 
become popular in our literature to talk of “remov- 
ing all the pathology” from this or that organ! 

The English composition of many American 
medical writers is bad enough, in all conscience, 
without such abominations as these. One ought to 
be able to find in the monographs of our great sur- 
geons evidence of as much respect for their mother 
tongue as they have for the “pathology” they re- 
move or the tools with which they remove it. Not 
all can be expected to write with rhetoric ele- 
gance or charm of style, but all can, and should take 
the trouble to edit out of their manuscripts “acute 
operations” and “chronic ears!” 


Compare the composition, the verbiage, the style 
of the articles that appear in American medical 
journals with those that are written by our British 


cousins. We wonder what they think of the Amer- 
‘Man medical language. Probably they regard it 


a hopelessly “chronic English.” 


Surgical Suggestions 


A Wassermann test often clears up the cause of 
obscure pains. 


A dilated pupil may mean syphilis, but it may be 


an early sign or glaucoma. 


Prolonged suprapubic drainage may make a bad 
“prostatic risk” a reasonably safe one. 


To indicate a proposed line of incision or an 
anatomical landmark, mark it on the skin with an 
alcoholic solution of methyl violet and allow this 
to dry. When tincture of iodine is applied over 
this on the operating table a dark line remains. 
Brilliant green may be similarly used. 


It is worth while to submit to diagnostic punc- 
ture with an aspirating needle every breast tumor, 
however hard it may feel,—unless, of course, “pig- 
skin” infiltration, retraction of the nipple, or other 
outspoken evidence of cancer is present. It is 
rather surprising how many apparently solid tumors 
of the breast are cystic. Emptying the cyst by 
puncture is often curative but the condition should 
be kept under observation. 


A breast thickening or tumor, often multiple, 
pressure upon which causes the escape from the 
nipple of a thick white or yellowish-brown fluid is 
a cyst-adenoma or fibro-cyst-adenoma; aspiration 
or simple removal is sufficient—although it must be 
remembered that malignant changes occasionally 
develop. On the other hand, the escape of blood 
from the nipple, spontaneously or on pressure, indi- 
cates the existence of a duct tumor that is a cancer 
or is very apt to become one; radical operation is 
indicated ! 


Of great importance in diagnosis is a complete 
history and an analysis of all the symptoms as 
described by the patient. It is a great mistake to 
discourage him from relating the full development 
of his symptomatology ; and equally is it a mistake. 
to try to force that relation of symptoms into stereo- 
typed paths, to try to twist the symptoms as he tells 
them into those that, diagnostically, they might 
more conveniently be. Pondering over some small 
detail that does not seem to “fit in,” some unusual 
feature that only the patient’s description brings to 
notice, may well establish the clue to the nature of 
his malady. 
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| Book Reviews 


Physical Reconstruction and Orthopedics. By . Harry 
Eaton Stewart, M.D., Captain, Medical Corps, U. S. 
Army, Division of Orthopedics; Assistant Director, 
Section of Physiotherapy, Surgeon General’s Office; 
Instructor in Medical and Orthopedic Gymnastics and 
Massage, New Haven Normal School of Gymnastics; 
Attending Surgeon, New Haven Orthopedic Dispen- 
sary; formerly Instructor in Corrective Gymnastics, 
Teachers’ College, Columbia University. Authorized 
for Publication by the Surgeon General of the U. S. 
Army. Duodecimo; 234 pages; 67 illustrations, 2 
diagrams. New York: Paut B. Hoeser, 1920, 


Some of the most valuable lessons learned from the 
war were in the field of physical reconstruction. The 
lessons learned from the disabilities of wounded men are 
applicable in the field of civilian surgery, particularly in 
orthopedics. The most successful methods achieved, 
chiefly from the benefits of exercise, massage, vocational 
therapy and various other types of physiotherapy,, have 
been of paramount value. 

Stewart has presented in a concrete and definite way 
some of the general principles involved in Physical. Re- 
construction, in such a manner that he has produced a 
volume that lies between that of the quiz-compend and 
a brief text-book of applied physiotherapy. This can 
scarcely be regarded as a complete volume on physio- 
therapy, as it lacks an adequate consideration of the 
physical phases of the subject considered, so that a be- 
ginner would lack definite knowledge of the real prin- 
ciples involved or technique indicated. Diathermy, for 
example, is dismissed in ten lines, while the wet pack 
receives but five. There is an attempt in the description 
of various diseases to be definite and concrete in direc- 
tions, but for an appreciation of the ‘indications for 
treatment and the directions for instituting them, there 
is required a basic knowledge which is not actually pro- 
vided adequately in the volume itself. 

The value of the book is, therefore, limited in so far 
as the general medical profession is concerned. although 
it offers many suggestions for those directly concerned 
with the problems of vocational reconstruction. In em- 
phasising the importance, however, of the field which 
it discusses, it offers the only possible reason for its 
publication. It certainly makes no contribution to the 
subject of orthopedics. It can scarcely be regarded as 
an authoritative discussion of physiotherapy, even though 
its publication has been authorized by the Surgeon Gen- 
eral of the United States Army. 


The Treatment of Syphilis. By H. SHerman BAKkETEL, 
M., M.D., Fellow of the American College of 
Physicians; Lieut.-Colonel, Medical Reserve Corps, 
United States Army; Professor of Preventative Medi- 
cine and Hygiene and Lecturer on Genito-Urinary 
Diseases and Syphilis in the Long Island College 
Hospital, Brooklyn; Attending Syphilologist and 
Chief of ‘Clinics, Volunteer Hospital, New York; 
Genito-Urinary Surgeon to the House of Relief of 
the New York Hospita!; Medical Director of the H. 
A. Metz Laboratories; Member of the American Uro- 
logical Association, etc. Octavo; 158 pages; illus- 
trated. New York: THe MacMittan Company, 1920. 


The treatment of syphilis today depends upon the ad- 
ministration of arsenical products in the form of salvar- 
san or a similar medicament. With a view to stressing in 
detail the best means of arsenical administration, Baketel 
has provided a satisfactory book for the use of the general 
physician desirious of securing a detailed description of 
the “whys,” “wheres” and ”hows” of attacking syphilis 
along safe and modern lines. 

The author has been liberal in his quotation from 
acknowledged authorities, whose opinions apparently he 
accepts or uses for the purpose of providing his pointed 
discussion. The strength of the book lies in its attention 


to the minutiae of anti-luetic treatment with arsenicals, 
While comparatively brief in this discussion, the succinct. 
ness adds force to the subject matter and gives the reader 
considerable information without loss of time or inform. 
tion. There is much valuable material herein compiled 
and discussed, which makes it a very helpful book for 
the beginner rather than a shelf book for the purpose of 
occasional reference. 


Common Diseases of the Skin. By G. Gorpon Camp 
BELL, M.D., C.M., Lecturer on Dermatology and 
Pediatrics, McGill University; Physician to the Mon- 
treal General Hospital. Octave; 299 pages. New 
York: THe MacMrtan Company, 1920. 

The author in his preface, modestly states that his pur- 
pose is to provide “illustrations and a short description 
of some of the commoner diseases of the skin, with a 
few lines on differential diagnosis and methods of treat- 
ment.” With this limit in mind, the author has been 
successful, in that he has selected mainly those diseases 
which are most commonly met, particularly in the service 
of the Montreal General Hospital Clinic. The illustrations 
are excellent, well selected, clear, and, for the most part, 
they indicate types of diseases which are readily recog- 
nized. It might be said that if skin lesions presented 
themselves in as discrete and regular form as depicted 
in the illustrations, diagnosis would be simplified. Further 
difficulty lies in diagnosing and differentiating lesions 
which are typical in form or distribution. Familiarity 
— types facilitates disability in differentiating aberrant 
orms. 

A single illustration merits criticism, in that it might 
be greatly improved upon, namely, the illustration of 
Hutchinson’s teeth which is inadequate and might lead 
to mistaking erosions of the enamel for the characteristic 
peg teeth of congenital syphilis. As a whole, the book is 
creditable and useful as an aid in fixing a mental picture 
of a number of dermatological affections after a certain 
degree of, familiarity with their clinical manifestations. 


“L.-P.” The Treatment of Inflammation and Sepsis by 
Lipoid-Paraffin Dressings. By A. Wuite RoBertson, 
Brevet Lt.-Colonel, R. A. Mi. C., author of “Studies in 
Electro Pathology.” Small octavo; 83 pages. Lon- 
don: Grorce RouTLepce & Sons, Ltd., 1919. 

The method here dealt with is intended to substitute a 
physiological for the antiseptic treatment of infected 
wounds and “inflamed and injured tissues.” “L.-P.” is 
an effort to combine with paraffin, which is toxin absorb- 
ent only, as is cholesterin, the oxidising and reducing ele- 
ments of the two groups of lipins, the phospho-lipins and 
the galacto-lipins.” 
not otherwise described. “The basic idea is to follow the 
lead of nature in scab healing and to take a lesson from 
the vegetable world and learn how nature deals with vege- 
table protoplasm in the healing of wounds in trees and 
shrubs.” We do not think the author has made the ra 
tionale of “L.-P.” very clear. 


Les Infections Gangreneuses des Membres, Consect- 
tives Aux Plaies De Guerre. By G. LarDENNOIS. 
Chirurgien des Hopitaux de Paris; Medecin-Chef de 
YAuto-Chir. No. 7; Chirurgien consultant de la IIe 
Armée; and J. Baumer, Chef de Clinique médicale 4 
la Faculté de Montpellier; Chef du Laboratoire é& 
l’Auto-Chir. No. 7. Octavo; 218 pages; illustrated. 
Paris: Masson et Cig, 1920. 


This is a comprehensive, but not too voluminous, treatise 
on “gas gangrene” infections of war wounds: a brief his 
torical sketch of their incidence in earlier wars; descrip- 
tion of the chief causative anaerobes—bac. perfringens, 
bac. oedematiens, bac. sporagenes, vibrion septique, bat. 
bellonensis, and their association with aerobes, especial 
the streptococci; the mode of invasion; gross and histologit 
pathology; the symptomatology, with especial emphasis of 
the early warning signs; -4-ray findings; preventive 
wound management; treatment by “débridement” and, 
finally, the employment of specific sera evolved towards 
the end of the war. A complete bibliography adds much 
to the value of this excellent work. 


Its composition and preparation are, 
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